Introduction
Syphilis is now a rare disease. In the pre-penicillin era the incidence of infectious syphilis in England and Wales was 46 cases per 100 000. ' By 1994 the incidence of new cases of infectious syphilis had declined to 0.6 cases per 100 000 and the total number of cases with positive treponemal serology treated in England and Wales was 1328.2 Recent epidemiological patterns show an increase in the prevalence of syphilis in the former USSR and third world countries.34
In the past the diagnosis of syphilis was made on clinical findings and confirmed by serological testing.5 Diagnosis of syphilis nowadays is frequently only made on serological testing. No serological test can distinguish between the non-venereal treponematoses (yaws, endemic syphilis, and pinta) and venereal syphilis.67 The diagnosis of syphilis is supported by serological testing and established by CSF examination. The diagnostic difficulty of differentiating between latent venereal and non-venereal syphilis is increased when patients originate from areas where nonvenereal treponematoses are endemic. In neurosyphilis the problems are further compounded because the signs of neurosyphilis are not pathognomonic and often overlap with signs of other diseases. 8 Neurosyphilis can develop as a manifestation of both early and late syphilis. Neurosyphilitic syndromes in secondary syphilis include meningitis and cranial nerve palsies. In tertiary syphilis three distinct clinical syndromes have been described; meningovascular syphilis, parenchymous syphilis, and tabes dorsalis. CNS gummata may also develop.9
Traditional CSF criteria for central nervous system involvement in syphilis are a positive Venereal Disease Research Laboratory reaction (VDRL), pleocytosis, and raised protein content (WHO 1982; CDC 1985 seven patients were of Afro-Caribbean origin; nation (Table 4) , four were diagnosed with one gave a history of yaws and five had scars previous venereal syphilis, and coincidental consistent with yaws. Two patients gave a his-multi-infarct dementia (cases 1 and 4), tory of treated venereal syphilis and one a his-Alzheimer's disease (case 3), and mild memtory of untreated latent venereal syphilis with ory loss (case 5). Three had latent non-venecoincidental neurological disease comprising real syphilis and concomitant cerebrovascular sensorineural hearing loss (case 3) and demen-disease (case 6) and dementia (case 2 and 7). tia (case 4 and 9).
In the absence of CSF findings, five of these Of the seven patients without CSF exami-patients received adequate neurosyphilitic 
